Of all ocular diseases few are more painful or serious than scleritis but, as it is a fairly rare disease, most ophthalmologists have relatively little experience in its diagnosis and management.
For the past io years Moorfields Eye Hospital has held a weekly scleritis clinic in the hope that the data obtained might further the understanding of this disease. A review of 207 patients with scleritis shows that 27 per cent of those with necrotizing scleritis died from an associated systemic disease within five years of the onset of the ocular inflammation (Watson and Hayreh, 1976) .
Method and material
It was therefore important to discover why eyes with scleritis had been removed, and, if treatment had been given, why it had failed.
A io-year retrospective study of 
Diagnosis
The clinical diagnosis of scleritis was not made in I2 patients, 40 per cent of the total, although they had severe scleral disease histologically (Tables I   and II) . The diagnosis of an accompanying posterior scleritis was not made in any patient, although it was present in I3 (43 per cent). None of the patients in this series was found to have posterior scleritis alone (Table I) .
Scleritis is easy to overlook and the condition should therefore be borne in mind in eyes which are inflamed and refractory to treatment, present with exudative detachments, or have pericorneal ulceration. The main physical sign which allows the diagnosis of scleritis to be made is scleral swelling. The severe pain and the accompanying secondary glaucoma often obscure the inflammation of the sclera which is the primary condition. Clinically glaucoma is rare unless the scleritis (Table IV) . These data are, however, insufficient to differentiate which form of steroid delivery was more often associated with scleral perforation. Investigators have suggested that subconjunctival atropine (Tooker, 1931; Swan, I951) or steroids (Sevel and Abramson, 1972; Watson, 1974) may cause a necrogranulomatous scleritis. Although the evidence is circumstantial, Sevel found the incidence of corneal perforation to be the same in those cases in which eyes had been enucleated before the general introduction of steroids, as afterwards. There has been Other changes found in the enucleated eyes Eyes enucleated for scleritis showed a high incidence of other ocular disease (Table II) This high complication rate of scleritis was not unexpected, although uveitis and glaucoma were seen more frequently in this series than in the scleritis clinic (Watson and Hayreh, 1976) . In this series 68 per cent had uveitis as opposed to 37 per cent in the clinic, and 46 per cent of the enucleated eyes showed glaucoma as opposed to 28 per cent in the clinic. This suggested that scleritis with uveitis and glaucoma was an ominous sign. The fact that 21 per cent of cases had intraocular haemorrhage and three eyes had vascular occlusion associated with scleritis was unexpected, since these complications are rarely seen clinically and might possibly have been related to the glaucoma. How many of the haemorrhages occurred during enu-cleation is not known. The incidence of retinal detachment and cataract was less than that found by Sevel (I967). Summary A series of 30 enucleated eyes, all of which had a primary histological diagnosis of scleritis, was analysed. The average age of patients at enucleation was 68 years; many of these patients had had the disease for more than 30 years. In 40 per cent the diagnosis of scleritis was unsuspected and was often masked by multiple complications. Scleritis with uveitis and glaucoma was the most common combination to come to enucleation. In 82 per cent, pain was the reason for enucleation, which suggests that some patients were on inadequate levels of steroid treatment or were unable to tolerate them. In the series, 37 per cent of the eyes perforated. Perforation occurred in those patients who were having steroids but not in those who were not, but the data are inconclusive as to which method of steroid administration was most likely to cause ocular perforation.
